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Background: Reactive telephone helplines for smoking cessation (where all calls to counselors are
smoker initiated) are increasingly used in the United States. However, limited data from
randomized controlled trials are available on their effectiveness. The study objective was to
evaluate the real-world effectiveness of reactive telephone counseling for smoking cessation
using a randomized controlled trial study design.
Methods: The study was implemented during a period from 2003 to 2006 to evaluate a reactive
telephone helpline run by the American Lung Association chapter of Illinois-Iowa. The 990 new
callers, all adult current smokers who called the helpline, were randomized on their first call into
one of the two following groups: a control group that received only mailed self-help literature
(n � 496); and a study group that received supplemental live reactive telephone counseling
(n � 494). Telephone follow-up was completed at 1, 3, 6, and 12 months after study enrollment
by interviewers blinded to group assignment. Seven-day point prevalence rates of self-reported
abstinence at follow-up evaluations were compared between the two groups using an intent-to-
treat design.
Results: The two groups did not differ significantly in baseline demographics and smoking-related
behavior. The abstinence rates (ranging between 0.09 and 0.15) were not significantly different
between the two groups at 1-, 3-, 6-, and 12-month follow-up evaluations. Post hoc subgroup
analysis showed that black callers had lower abstinence rates at the 3- and 12-month follow-up
evaluations as compared with white callers.
Conclusion: Supplemental live, reactive telephone counseling does not provide greater success in
smoking cessation than self-help educational materials alone. (CHEST 2009; 136:1229–1236)

Twenty percent of all adult Americans currently
report smoking cigarettes, a preventable behav-

ior associated with tremendous personal and societal
costs.1 Between 1997 and 2001, smoking caused
approximately 438,000 premature deaths annually
and approximately $167 billion in annual health-
care costs in the United States.2 Reducing tobacco
use is a key component of Healthy People 2010,
the national action plan for improving the health
of all Americans during the first decade of the 21st
century.3

Telephone counseling against smoking has be-
come increasingly popular in the United States and
worldwide, and may play a major role in addressing
this significant public health problem. The following
two primary forms of telephone counseling are cur-

rently used: “proactive counseling,” in which calls to
smokers are initiated by a counselor according to a
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prearranged schedule; and “reactive counseling,” in
which all calls to counselors are smoker initiated. If
trained human counselors (as opposed to automated
messages) provide the latter service, it is called live
reactive counseling. Although several randomized
controlled trials4–9 have found proactive telephone
counseling to be efficacious, studies10,11 of reactive
telephone counseling have been criticized for lack of
randomization and adequate controls. Therefore, the
US Department of Health and Human Services
clinical practice guidelines10,11 for treating tobacco
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use and dependence called for additional research
on the effectiveness of reactive telephone helplines.

The objective of this randomized controlled
study was to evaluate the real-world effectiveness
of combined live reactive telephone counseling
and self-help educational materials against smok-
ing. We hypothesized that the combination of live
reactive telephone counseling and self-help edu-
cational materials would provide greater success in
smoking cessation than self-help educational ma-
terials alone.

Materials and Methods

Design Overview

A randomized controlled trial was implemented comprising
990 new callers, all adult current smokers, who called a reactive
telephone helpline run by the American Lung Association chap-
ter of Illinois-Iowa during the period January 2003 to December
2005. Eligible subjects were randomized on their first call (prior
to offering counseling) into one of the following two groups: a
control group that received only self-help literature by mail; and
a study group that received supplemental live reactive telephone
counseling. The inclusion and exclusion criteria and the random-
ization process for the study are provided in the online supple-
ment. Verbal informed consent was obtained from all eligible
subjects. The protocol was approved by the local institutional
review board (Springfield Committee for Research in Human
Subjects; Springfield, IL).

Interventions

Self-Help Educational Material: This educational material,
called “Freedom from Smoking,”12 was specially developed by
the American Lung Association and contained information about
smoking cessation methods.

Live Telephone Counseling: All counselors were experienced
professionals who were similarly trained and used a standard-
ized state-of-the-art counseling protocol to develop an individu-
alized plan for quitting for each caller. The protocol was based on

a compilation of experience of helpline team professionals with
input from other successful helplines and conformed to the 2004
state-of-the-art guidelines by the US Centers for Disease Control
and Prevention.13 The underlying behavioral basis for this pro-
tocol was the transtheoretical model as applied to smoking
cessation,14 –17 supplemented by the principles of social cog-
nitive theory,18 patient-centered counseling strategy,19 –21 and
recommendations by clinical experts.13 Additional details
about the protocol are provided in the online supplement. Due
to the reactive nature of the helpline, the callers themselves
determined the pattern of counseling. The counselors encour-
aged but did not regulate use of the helpline by smokers,
staying true to the current real-world character of reactive
telephone helplines. As a result, callers in the study group
received a variable amount of counseling but always at least
one counseling session.

Data Collection and Follow-up

Information about demographics and smoking habits was
obtained from all eligible subjects during the first call. Standard-
ized instruments were used to evaluate smoking behavior,17,22–24

as detailed in the online supplement. Questionnaires to deter-
mine self-efficacy and the Prochaska transtheoretical model of
behavior change had a � value of 0.7222 and a Cronbach �
coefficient value of � 0.80,23 respectively. Follow-up information
about smoking behavior was collected, via telephone calls, at 1, 3,
6, and 12 months after the date of enrollment. The interviewer
assessing outcomes was blinded to the initial randomized assign-
ment status at the time of the follow-up interview.

Steps To Minimize Subject Attrition

These steps included making multiple attempts (up to 25) to
reach subjects by telephone, encouraging subjects to give the
telephone numbers of two additional contacts, mailing $5 checks
to subjects after each follow-up interview, using Internet direc-
tories to track changed telephone numbers, and mailing pres-
tamped postcards requesting contact information to those sub-
jects who could not be traced by telephone.

Outcomes

Self-reported 7-day point prevalence abstinence rates were
calculated at the 1-, 3-, 6- and 12-month follow-up evaluations.
This outcome measure is sensitive to quitting initiated at any
point prior to assessment and has the highest concurrent
validity of all abstinence measures.25 Abstinence was defined
as “not a single puff ” for the designated period of 7 days
minimum and no use of other tobacco products.25,26 Those
subjects whom the researchers were unable to contact were
designated as never having made any quit attempt during the
period of loss to follow-up. This approach is consistent with
the usual practice in intent-to-treat trials of smoking cessation
interventions.25

Statistical Analysis

Statistical analysis was based on an intent-to-treat approach
using a statistical software package (SPSS, version 16.0; SPSS Inc;
Chicago, IL). A two-sample t test was used for continuous
univariate analyses, Pearson �2 statistic was used for categorical
univariate analyses, and logistic regression was used for multiva-
riable analyses. Covariates included the baseline number of
cigarettes smoked daily, baseline educational status, baseline
confidence level in quitting, and the use of pharmacologic aids (at
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the 6- and 12-month evaluations). Additional post hoc subgroup
analyses restricted to blacks and whites were performed.

Power Analysis

This study was designed to have a minimum of 80% power to
evaluate a minimum effect size at the 12-month follow-up of 8%
between the two strategies (20% vs 12%, respectively) with a
two-tailed � level of 0.05. Before starting the study, the sample
size of 990 subjects was calculated to assume up to 50% attrition,
as had been previously reported in the literature.4,7,27,28

Additional details about the methods used in the study are
presented in the online supplement. The sponsor of the study was
not involved in the study design, conduct, and reporting.

Results

Subject Characteristics

Of the 999 eligible subjects who were screened, 990
subjects were randomized into one of the following two
groups: a control group that received only self-help
literature by mail (n � 496); and a study group that
received supplemental live reactive telephone counsel-
ing (n � 494). Seven hundred twenty-two subjects
(72.9%), 707 subjects (71.4%), 611 subjects (61.7%),

and 521 subjects (52.6%), respectively, completed
follow-up at 1, 3, 6, and 12 months (Fig 1).

The study and control groups did not differ signif-
icantly with respect to baseline demographic and
smoking-related characteristics (Tables 1, 2). These
results indicate the success of our randomization
strategy. A robust female participation (n � 619,
62.5%) and black participation (n � 337; 34.0%)
[Table 1] was noted, which supports the validity of
our study. Only 53.5% of the study group and 56.0%
of the control group subjects at the baseline evalua-
tion were at least somewhat confident of quitting
smoking (Table 2), reflecting the poor overall moti-
vational status of the helpline callers.

Effectiveness of Live Reactive Telephone
Counseling

Univariate analyses showed no significant differ-
ences in self-reported abstinence between the study
and control groups at the 1-month (0.10 vs 0.09,
respectively), 3-month (0.14 vs 0.13, respectively),
6-month (0.15 vs 0.15, respectively), and 12-month
(0.14 vs 0.15, respectively) follow-up evaluations, as

999 eligible subjects recruited

990 subjects consented and randomized

494 subjects in the study group 496 subjects in the control group

128 subjects withdrew or missed 
follow-up

356 par�cipants

137 subjects withdrew or missed 
follow-up

350 par�cipants

186 subjects withdrew or missed 
follow-up

303 par�cipants

Baseline

One-month 
follow-up

Three- month 
follow-up

Six-month follow-
up

Twelve-month 
follow-up

233 subjects withdrew or missed 
follow-up

260 par�cipants

366 par�cipants

357 par�cipants

308 
par�cipants

261 par�cipants 236 subjects withdrew or missed 
follow-up

193 subjects withdrew or missed 
follow-up

146 subjects withdrew or missed 
follow-up

140 subjects withdrew or missed 
follow-up

9 withdrew before randomiza�on

Figure 1. Schematic flow diagram of recruitment, randomization, and follow-up in the study (using the Consolidated Standards of
Reporting Trials [or CONSORT] standards). Note: At the 1-month follow-up, 722 subjects participated, 44 participants withdrew, and
224 subjects missed follow-up. At the 3-month follow-up, 707 subjects participated, 55 participants withdrew, and 228 subjects missed
follow-up. At the 6-month follow-up, 611 subjects participated, 74 participants withdrew, and 305 subjects missed follow-up. At the
12-month follow up, 521 subjects participated, 95 participants withdrew, and 374 subjects missed follow-up.
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analyzed by intent-to-treat design (Tables 3, 4).
Similar results were obtained by not using intent-to-
treat design (Tables 3, 4) and using multivariable
analyses after adjusting for covariates (Table 4).

Use of pharmaceutical aids for smoking cessation did
not differ significantly between the study and control
groups before calling the helpline (ever used aids, 0.52 vs
0.50, respectively; p � 0.48), and at the 6-month
follow-up evaluation (0.25 vs 0.23, respectively; p � 0.58)
and the 12-month follow-up evaluation (0.21 vs 0.18,
respectively; p � 0.14) [online supplement Table 1]. Fur-
ther, a pilot study analyzing salivary cotinine levels
(using methods detailed in the online supplement)
biochemically validated the self-reported abstinence
in five of eight control subjects (63%) and seven of
eight study group subjects (88%) in a small conve-
nience sample; these proportions did not differ
significantly between the groups (p � 0.57).

Subgroup Analysis of Black and White Callers

Post hoc subgroup analyses revealed no significant
differences in abstinence rates between the study
and control groups when the analyses were restricted
to either blacks only or to whites only (data not
shown; p � 0.52 for interactions between race and

randomization assignment on abstinence at each
evaluation). However, a univariate analysis of pooled
data revealed that black callers had lower abstinence
rates than white callers at the 3-month follow-up
evaluation (0.10 vs 0.15, respectively; p � 0.02) and
the 12-month follow-up evaluation (0.12 vs 0.17,
respectively; p � 0.04) [Table 5]. In addition, a
significantly lower proportion of blacks used pharma-
ceutical aids compared with white callers prior to
calling the helpline (ever use aids, 0.35 vs 0.60, respec-
tively; p � 0.01), and at the 6-month follow-up evalu-
ation (0.20 vs 0.27, respectively; p � 0.01), and 12-
month follow-up evaluation (0.12 vs 0.24, respectively;
p � 0.01) [online supplement Table 2].

Study Attrition

This study had a relatively high 12-month attrition
rate of 47.4% due to voluntary withdrawals and
missed follow-up appointments (Fig 1), which were
partly influenced by the mass migration caused by
Hurricane Katrina along the Gulf coast in 2005.
However, the attrition was comparable to other large
studies in this field of research4,7,27,28 and was not
different between the study and control groups
(online supplement Table 3). Baseline variables re-

Table 1—Selected Demographic Characteristics of the Study and Control Groups at Baseline Evaluation

Study Characteristics Study Group Control Group p Value

Mean age, yr 42.84 � 13.46 42.48 � 13.29 0.68
(n � 492) (n � 496)

Weight, lb 172.34 � 44.66 175.94 � 49.66 0.23
(n � 488) (n � 491)

Sex, % (n � 494) (n � 496) 0.52
Male 38.5 36.5
Female 61.5 63.5

Race (n � 492) (n � 495) 0.46
White 308 (62.6) 295 (59.6)
Black 164 (33.3) 173 (34.9)
Others 20 (4.1) 27 (5.5)

Education completed (n � 493) (n � 493) 0.53
Up to high school/GED 278 (56.4) 261 (52.9)
Some college 157 (31.8) 172 (34.9)
4-yr college degree or greater 58 (11.8) 60 (12.2)

Employment status (n � 493) (n � 496) 0.56
Working (full or part time) 275 (55.8) 272 (54.8)
Student (full or part time) 17 (3.4) 12 (2.4)
Unemployed 201 (40.8) 212 (42.7)

Annual household income (n � 445) (n � 462) 0.54
� $35,000 305 (68.5) 301 (65.2)
$35,000–$49,999 53 (11.9) 63 (13.6)
� $50,000 87 (19.6) 98 (21.2)

Place of residence (n � 493) (n � 495) 0.72
Urban 271 (55.0) 272 (54.9)
Rural 116 (23.5) 108 (21.8)
Semi-urban 106 (21.5) 115 (23.2)

Values are given as the mean � SD or No. (%), unless otherwise indicated. GED � General Education Development credential in the United
States (equivalent to a high school diploma). There were 494 subjects assigned to the study group and 496 to the control group. The varying n
values for each item reflect missing data.
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lated to smoking were not significantly different
between those who completed the study at 12
months as compared with those who did not (online
supplement Table 4).

Discussion

This randomized controlled trial demonstrates
that the combination of live reactive telephone coun-
seling and self-help educational material does not
provide greater success in smoking cessation than

self-help educational materials alone. The abstinence
rates in this study (range, 0.09 to 0.15) were compa-
rable to those described in the literature for other
self-help approaches in quitting smoking (0.14; 95%
CI, 0.13 to 0.16).29 In addition, we noted that black
callers had significantly lower 7-day point prevalence
abstinence rates at 3- and 12-month follow- up
evaluations, compared with white callers in the
study. Studies30 of other smoking cessation interven-
tions have also reported similar racial differences.

It is recommended that health providers prescribe
behavioral counseling and pharmacologic assistance
to all smokers attempting to quit.31 However, health
providers are challenged to provide effective behav-
ioral treatment due to time and fiscal constraints in
their real-world practice. Further, few smokers are
willing to attend traditional behavioral therapy clinics
repeatedly.32,33 These issues have led to increased
acceptance of telephone counseling to aid in smok-
ing cessation. Although several randomized con-
trolled trials4–9 have found proactive telephone
counseling to be efficacious, studies10,11 of reactive
telephone counseling have been criticized for lack of
randomization and adequate controls.

Three distinct approaches have been used in the
past to evaluate the effectiveness of reactive tele-
phone helplines. First, prospective studies34,35 have
demonstrated point prevalence abstinence of 22 to
24% at the 1-year follow-up of callers who received
reactive counseling. Second, randomized or quasi-
randomized controlled trials have been performed in
which the intervention included access to a reactive
helpline. Two of these studies4,36 found a beneficial

Table 2—Selected Smoking-Related Characteristics of the Study and Control Groups at Baseline Evaluation

Study Characteristics Study Group Control Group p Value

Cigarettes smoked daily, No. 23.19 � 12.58 22.01 � 12.61 0.14
(n � 494) (n � 496)

Time to first cigarette after awakening (n � 494) (n � 496) 0.16
� 5 min 256 (51.8) 242 (48.8)
6–30 min 165 (33.4) 156 (31.5)
31–60 min 44 (8.9) 52 (10.5)
� 60 min 29 (5.9) 46 (9.3)

Transtheoretical behavioral stage of change (n � 493) (n � 495) 0.29
Precontemplation 0 (0.0) 2 (0.4)
Contemplation 242 (49.1) 231 (46.7)
Preparation 251 (50.9) 262 (52.9)

Self-efficacy score on quitting smoking 35.44 � 6.47 35.26 � 6.10 0.65
(n � 492) (n � 496)

Self-reported confidence level in quitting (n � 494) (n � 496) 0.91
Very confident 68 (13.8) 77 (15.5)
Confident 73 (14.8) 77 (15.5)
Somewhat confident 123 (24.9) 124 (25.0)
Not confident 196 (39.7) 186 (37.5)
Do not know 251 (6.9) 32 (6.5)

Values are given as the mean � SD or No. (%), unless otherwise indicated. A higher mean score revealed a lower self-efficacy level. There were
494 subjects assigned to the study group and 496 to the control group. The varying n values for each item reflects missing data.

Table 3—Comparison of 7-Day Point Prevalence Rates
for Abstinence From Smoking Between Study and

Control Groups

Follow-up Evaluation Study Group Control Group p Value*

Intent-to-treat design
1 mo 0.10 (50/494) 0.09 (45/496) 0.58
3 mo 0.14 (67/494) 0.13 (64/496) 0.76
6 mo 0.15 (75/494) 0.15 (76/496) 0.95
12 mo 0.14 (70/494) 0.15 (73/496) 0.67

Not using intent-to-treat
design

1 mo 0.14 (50/366) 0.13 (45/356) 0.69
3 mo 0.19 (67/357) 0.18 (64/350) 0.87
6 mo 0.24 (75/308) 0.25 (76/303) 0.83
12 mo 0.27 (70/262) 0.28 (73/259) 0.71

Values are given as 7-day point prevalence rate (subjects abstaining
from smoking for at least 7 days/total population in each study arm),
unless otherwise indicated. The No. of subjects abstaining from
smoking for at least 7 days varies in the “not using intent-to-treat”
analysis because of attrition.
*The �2 test was used for these analyses.
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effect of reactive telephone counseling in producing
abstinence, whereas the third study37 found tele-
phone counseling to be less effective than mailed
self-help educational material in preventing relapse.
Third, randomized controlled trials in which recruit-
ment to the helpline was reactive but subsequent
counseling was proactive have been performed. This
study design merges reactive and proactive ap-

proaches and has been sometimes called “callback”
counseling. Several such studies6–8,27,38–40 have
demonstrated higher abstinence rates in the callback
group, compared to control groups receiving self-
help material. However, this study design has been
criticized as more of an evaluation of proactive rather
than reactive telephone counseling. Our study is
unique in that it used both a randomized controlled
study design and a reactive approach to recruitment
and intervention, thereby staying true to the real-
world character of reactive telephone helplines.

Our findings indicate that supplemental live reac-
tive telephone counseling in its current form may be
ineffective or inadequate. We primarily attribute the
inability of the study to detect significant differences
between the two groups to the weak nature of the
intervention itself, which depended on the callers’
motivational status. This conclusion is supported by
our previous analysis41 of 286 subjects in the study
group showing an infrequent use of the reactive
telephone helpline (mean [� SD], 3.3 � 4.6 calls
per subject per year; median, 1.8 calls per subject
per year [interquartile range, 1.0 to 3.3 calls per
subject per year]; difference, 35.5 calls per subject
per year [range, 1.0 to 36.5 calls per subject per
year]). Similarly, low use of reactive helplines for
smoking cessation at a community level has been
described in the literature.4,34,36,42,43 We therefore
support giving consideration to incorporation of
some type of callback counseling instead as a method
for future study. For example, callers to a reactive
helpline could be asked whether a counselor could
call them back at mutually agreeable prescheduled
times for additional counseling, thus building in both
follow-up and accountability. Furthermore, because

Table 4—Univariate and Multivariable Analyses Comparing 7-Day Point Prevalence of Abstinence From Smoking
Between Study and Control Groups

Follow-up Evaluation*

Unadjusted Adjusted

OR (95% CI) p Value N OR (95% CI) p Value N

Using intent-to-treat design
1 mo 1.13 (0.74–1.72) 0.58 95/990 1.16 (0.76–1.77) 0.50 95/986
3 mo 1.06 (0.73–1.53) 0.76 131/990 1.13 (0.78–1.64) 0.53 129/986
6 mo 0.99 (0.70–1.40) 0.95 151/990 0.99 (0.68–1.42) 0.95 150/986
12 mo 0.93 (0.65–1.32) 0.67 143/990 0.90 (0.62–1.31) 0.59 141/986

Not using intent-to-treat design
1 mo 1.09 (0.71–1.69) 0.69 95/722 1.13 (0.73–1.74) 0.59 95/719
3 mo 1.03 (0.71–1.51) 0.87 131/707 1.10 (0.75–1.63) 0.61 129/703
6 mo 0.96 (0.67–1.39) 0.83 151/611 1.00 (0.68–1.46) 0.99 150/608
12 mo 0.90 (0.62–1.33) 0.71 143/521 0.93 (0.63–1.38) 0.71 141/518

Values are given as No. of subjects abstaining from smoking for at least 7 days/total population in each study arm, unless otherwise indicated. The
total population in each study arm varies between adjusted and unadjusted analysis because of missing covariate values. OR � odds ratio.
*For 1- and 3-month follow-up, data were adjusted in multivariable logistic regression analysis for baseline number of cigarettes smoked daily,
baseline educational status, and baseline confidence level in quitting. For 6- and 12-month follow-up, data were additionally adjusted for
pharmacologic aids used.

Table 5—Post Hoc Subgroup Analysis Comparing
7-Day Point Prevalence Rates for Abstinence From

Smoking Between Black and White Callers

Follow-up Evaluation Blacks Whites p Value*

Intent-to-treat design†
1 mo 0.08 (26/337) 0.11 (64/603) 0.15
3 mo 0.10 (33/337) 0.15 (64/603) 0.02
6 mo 0.14 (46/337) 0.16 (98/603) 0.29
12 mo 0.12 (40/337) 0.17 (101/603) 0.04

Not using intent-to-treat
design

1 mo 0.10 (26/248) 0.14 (64/442) 0.14
3 mo 0.14 (33/236) 0.21 (92/438) 0.03
6 mo 0.23 (46/201) 0.26 (98/380) 0.44
12 mo 0.22 (40/177) 0.31(101/325) 0.04

Values are given as the 7-day point prevalence rate (No. of subjects
abstaining from smoking for at least 7 days/total population in each
group of callers). The total population in each group of callers varies
in the “not using intent-to-treat” analysis because of attrition. Data
from the two study arms were pooled for race-specific analysis. The
interaction between race and randomization assignment on the point
prevalence abstinence (using race as a binary variable) was not
significant at each evaluation (p � 0.82 at 1 month; p � 0.12 at 3
months; p � 0.32 at 6 months; p � 0.15 at 12 months).
*The �2 test was used for these analyses.
†Intent-to-treat analysis excluded 50 participants; 47 belonged to
racial groups that were neither black nor white, and 3 had missing
data.
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black callers had lower abstinence rates at follow-up
as compared to white callers, we suggest that hel-
plines target specific interventions toward helping
black (and other underrepresented minority) popu-
lation groups to quit smoking, including but not
limited to encouraging use of pharmaceutical aids.

Our study has several limitations. First, the high
attrition rates reported in this and other similar
studies27,28 are likely related to the poor overall
motivational status of participants, a real-world prob-
lem in both studying this issue and delivering assis-
tance. However, attrition rates between the two study
groups (online supplement Table 3) and smoking-
related characteristics between those who completed
the study at 12 months and those who did not, were not
significantly different (online supplement Table 4).
This minimizes the likelihood of selection bias explain-
ing our results. Second, differential information bias
could arise if subjects in the study group reported
abstinence falsely to directly or indirectly please the
telephone counselor. However, our small biochemical
validation study suggested that this bias was likely not
significant. Third, participation bias may arise from
increased motivation to quit smoking simply because of
increased telephone contact with researchers and a
small stipend offered for each follow-up call. However,
this bias is likely nondifferential because it applies
equally to both groups. Fourth, our study compared
supplemental reactive telephone counseling with self-
help educational materials alone to assess current prac-
tices at the specific helpline being modeled. However,
the effect in the absence of self-help educational
materials or in combination with other types of self-
help interventions cannot be determined from this
study. Finally, the helpline studied did not provide 24-h
live reactive telephone counseling 7 days a week.
However, these limitations do not detract from the
significance of our study because we are not aware of
any reactive telephone helplines that currently provide
live counseling 24 h per day, 7 days per week.

The strengths of this study arise from the high
public health significance of the problem, a relatively
large sample size, the intent-to-treat analysis design,
repeat assessments of multiple outcome measures over
a 12-month period, strong female and black participa-
tion, blinding to group assignment of the interviewer
assessing outcomes, and, most importantly, a ran-
domized controlled design that did not fundamen-
tally alter the reactive nature of the intervention being
studied. Finally, this study was conducted under real-
world conditions, making application of the findings gen-
eralizable and fairly straightforward.

This randomized controlled trial demonstrates
that supplemental live reactive telephone counseling
does not provide greater success in smoking cessation
than self-help educational materials alone. These find-

ings suggest that reactive telephone counseling in its
current form may be ineffective or inadequate, possibly
due to its infrequent use because of the poor motiva-
tional status of the callers. Consideration should be
given to implementation of callback counseling, which
has been previously demonstrated to be efficacious.
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